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CHAPTER I 
INTRODUCTION 
(a) Introductory Comments 
Many studies have been made during the past rew decades 
o£ the causes or and methods o£ remedying children's malad-
justments in the school situation. The problem has been 
approached medically, sociologically, pedagogically and 
psychologically. Varying theories have been advanced to 
explain the poor educational achievement of some children as 
compared with the good scholastic achievement or others with 
similar intellectual endowment. 
The introduction of psychometric and projective tech-
niques to the study of personality development pointed up 
the existence of individual differences among the so-called 
"feebleminded." Psychometry dismis s ed the long-held notion 
"that humanity was divided into two parts, one that was 
definitely reebleminded and one that was just as definitely 
not feebleminded."! Dynamic psychiatry fostered an attitude 
of viewing patients as individual personalities, thereby 
negating correlations based either upon an underlying assump-
tion of homogeneity or upon an inference that feeblemindedness 
alone, for example, is the main etiological factor in the 
1 Leo Kanner, "Feeblemindedness: Absolute, Relative, 
and Apparent," The Nervous Child, Vol. VII, 4:367, 1948. 
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coincidence of feeblemindedness and an illness, a character 
trait or a behavior pattern. Recent studies2 have shown that 
children of all gradations of intellectual endowment respond 
similarly to certain environmental influences. Any child's 
adjustment to home, school and play groups reflects his 
physical, mental and emotional interaction with these groups. 
{b) Purpose of the Study 
This paper proposes to examine the emotional problems of 
children who present poor school adjustment as a symptom. It 
must be noted that the referring symptom, "poor school 
adjustment," has a multitude of meanings in its usage in 
oases, ranging from "dullness" to "truancy." 
In this study the writer first attempts to make a dis-
tinction between the cases in accordance with the reason for 
the poor school adjustment. Is this failure to perform up to 
expectation due to misbehavior of some kind {aggression), or 
is it due to some type of retardation (inhibition)? 
After this distinction is established, the other 
emotional problems and behavior of these children will be 
examined to see whether there is a marked difference or 
similarity in these two groups. Will we see a preponderance 
of problems of an inhibiting nature in the children with poor 
school adjustment which is due to "dullness"? Will we see 
2 ~., pp. 367-368. 
2 
more outward expressions o~ aggression in children whose poor 
school adjustment seems to be due to ~actors other than 
"dullness"? 
(c) Method o~ Procedure 
All data used in this study were obtained ~rom the case 
records o~ these twenty-six children. A~ter an outline o~ 
the project had been drawn up, a schedule was devised listing 
the ~acts which were to be gathered from the case histories. 
A copy o~ the complete schedule used in this study is included 
in the appendix. 
Several problems in method were immediately apparent. 
First, it was necessary to clarify the meaning of the referral 
symptom, "poor school adjustment." It was felt that the cases 
~ell into two groups, "poor school adjustment" meaning diffi -
culties due to factors such as poor social control, etc., 
(aggression), and "poor school adjustment" meaning apparent 
dullness (inhibition). 
The second problem was to find a method o~ comparing the 
other emotional problems which accompanied the referring 
problem. The writer first attempted a simple listing o~ 
similar symptoms, but this approach appeared meaningless. 
Next, the writer investigated possibilities of studying these 
other emotional problems in terms o~ home backgrounds, family 
relationships, parental influences, etc. Such an arrangement, 
however, seemed too broad for this type of thesis and tended 
3 
to become more "psychiatric'' than the writer could handle 
adequately. It was felt that more complete data than were 
available were needed and that such an approach would require 
more meaningful breakdowns than the often-used "broken homes," 
"rejecting, authoritarian or submissive parents," etc. 
As it was felt that these other emotional problems might 
be examined from the standpoint of expression of aggression, 
ten cases in groups of five each are presented to point up 
the .two aspects of poor school adjustment, (a) problems due 
to aggression and (b) those due to inhibition. These cases 
will be presented to see whether behavior other than that 
influencing the school problem corresponds to it. Data from 
the remaining sixteen cases will be presented in summary form. 
(d) Source of Material 
Twenty-six children are included in this study. These 
twenty-six children represent all those who were referred to 
the Worcester Youth Guidance Center between June, 1947, and 
May, 1949, because of poor school adjustment except those 
excluded for the following limiting factors: when only diag-
nostic service was given; when the case was still open as of 
May, 1949 (the time of this study); when the child had an 
organic involvement. 
Other criteria for selection include referral with poor 
school adjustment (i. e., achievement or performance below 
what is expected of the child) as one of the presenting symp-
II 
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toms, children living at home (i. e., not in an institution), 
school placement in a grade requiring con~ormity to formal 
learning demands (i. e., not nursery or low kindergarten 
groups). No actual age limits were set other than the natural 
restrictions inherent in school placement requirements; how-
ever, the ages of these twenty-six children range from six t o 
eighteen years. All of the cases used in the study are ~elt 
by the clinic to be children who have the intellectual 
capacity to do better than they were doing at the time of 
re~erral and who seem to be failing because of emotional 
difficulties. 
(e) Limitations 
We are limited in factual material in some instances 
because the interviewing method used by the clinic does not 
~ocus upon factual information. 
pair the ~indings o~ this study. 
This does not, however, 1m-
Further, it is not within 
the scope of this thesis to present details of treatment. 
The writer has attempted, however, to show some of the aspects 
of treatment in order to indicate the child's response to the 
treatment setting, something of the nature of parental parti-
cipation in treatment and its relation to the child's treat-
ment. 
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CHAPTER .ll 
THE WORCESTER YOUTH GUIDANCE CENTER 
(a) Origin and History 
The Worcester Youth Guidance Center, like many of our 
child guidance clinics, had its early beginnings as an out-
patient clinic of a state hospital. In 1921, responding to 
the growing interest in and need for psychiatric services for 
children, the Worcester State Hospital established the Mental 
Hygiene Clinic for children as an out-patient service in the 
Summer Street Department of the Hospital. This Service pur-
sued the then usual plan of regularly scheduled sessions in 
which both adults and children were examined and recommenda-
tions for their care given. It is interesting for our study 
to note that, in addition to children who were conduct and 
neurological problems, cases of children retarded in school 
were also accepted. 
In 1922, there existed two separate and distinct clinics. 
The first was the Neuro-psychiatric Clinic at the Summer 
Street Department offering, for the main part, consultation 
services. The second was the School Clinic which travelled 
about a fairly large territory examining retarded school 
children. The impetus which such examinations have given to 
the further intensive study of children's problems, particu-
larly those conjunctive with inadequate intellectual function-
6 
ing, should not be minimized. 
The early clinic, then, was principally a diagnostic 
center and an advice-giving ser vice. The number of referrals 
at the close of the year, 1922, was gratifying from the 
standpoint of difficulties encountered in gaining community 
acceptance; however, the sources of referrals were for the 
most part the courts and the various social agencies, despite 
the best efforts of the Hospital administrator s toward educa-
ting the general public. Accordingly, in a further attempt 
to lessen the fears and prejudices which individuals might 
have because of the association with a mental institution, 
the Out-patient Clinic of the Wor cester State Hospital was 
discontinued in 1923 and the service was re-offered by the 
newly-formed Mental Hygiene Clinic for adults and ch ildren at 
the Memorial Hospital, a general hospital which already held 
a high place in community opinion. 
A part-time staff of a psychiatrist, a psychologist, and 
a social worker from the staff of the State Hospital operated 
the clinic on a weekly basis. Some treatment, with focus on 
manipulation of environment, was added to the diagnostic ser-
vices. The predominant type of service offered at this time 
was "cooperative service" for referring social agencies who 
were themselves considered capable of making adequate social 
studies of the childr en and of carrying out a plan of treat-
ment formulated by joint thinking in conference periods with 
7 
the clinic staff. In an effort toward public education, 
weekly teaching conferences on definite cases were held at 
the Worcester Public Library, open to anyone interested in 
mental hygiene. The conferences continued over a period of 
years and tended to become an open forum for the discussion 
of child welfare problems in the community. 
With the appointment of the first full-time director in 
August, 1929, the clinic progrrum expanded considerably. The 
clinic became at this time a teaching center for student 
psychiatrists, psychologists and social workers. A consulta-
tion and advisory service was offered to the other social 
agencies on problems where the children were not brought as 
patients. With the passage of the law1 requiring all juven-
iles brought before the courts to have a physical, mental, 
and psychiatric examination, the Child Guidance Clinic was 
appointed as the examining body for Worcester County. Due to 
the great number of children coming to the courts, the 
emphasis of clinic services was on diagnosis at this time. 
Since Memorial Hospital afforded inadequate space for 
interviews, a spacious residence within a short distance from 
the center of the city was purchased with the help of private 
pledges. The Worcester Child Guidance Clinic became a well-
equipped organization, a joint project of the community, the 
1 ~· G. L., Ch. 215, 1931. 
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Hospital and the State. Although the clinic remained orri-
cially under the direction of the State Hospital, the direc-
tor was free to adapt its policies to the needs of the commu-
nity as he saw them. An evaluation survey conducted in 1931 
by the Rockereller Foundation gave the Worcester Child 
Guidance Clinic a rating considerably higher than any other 
clinic rating in the United States. 2 
Under new directorship in 1939, the staff began an educa-
tional program to encourage parents rather than social 
agencies to initiate application for treatment. A small fee 
system was instituted as a further attempt to have the patient 
and his family assume responsibility for treatment, to abolis 
the charity aspects of the clinic, and to encourage the 
client's recognition of the value of treatment. 
Treatment and community consciousness continued to be the 
clinic's theme during 1941-1945. In 1942 the Child Guidance 
Clinic became a member of the newly-formed Worcester Communit 
Council, contributing greatly by interpretations and advice o 
mental hygiene problems . The 1946 revision of the St ate 
Juvenile Law3 requiring examinat ions only for those children 
who manifest a need for such service resulted in a decrease 
in the number of diagnostic referrals. More of the staff's 
2 Mass. Dept. of Mental Diseases, Annual Report of the 
Worcester State Hospital, Yr. Ending Nov. 30, 1931, pp. ~-
3 Mass. G. L., Chap. 119, s. 58A, 1946. 
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time could thus be given to qualitative services. 
The period from October, 1945, to October, 1947, was a 
difficult one for the clinic. There were frequent complete 
turnovers in staff, and no psychiatr ist was available except 
for emergency situations. Therapy was carried on by the 
psychiatric social worker and the psychologist . The chief 
social worker acted as administrator. 
(b) Present Administration and Procedure 
Under the directorship of Dr. Joseph Weinreb, appointed 
in November, 1947, clinic services have been strengthened and 
expanded. The permanent staff in 1949 (the time of this study 
consists of the director, the chief social worker, two 
psychiatric social workers, a chief psychologist, two assis-
tant psychologists, a receptionist, and two stenographers. 
The National Mental Health Act made funds available for the 
appointment in September, 1948, of a full-time psychiatric 
social work training supervisor who participates as a regular 
staff member collaterally with her training-supervisory 
activities. 
The professional training program of the clinic provides 
interneships for psychiatrists, psychologists, and five 
psychiatric social work students representing the Smith 
College School of Social Work, the Simmons College School of 
Social Work, and the Boston University School of Social Work. 
Orientation courses are conducted at Clark University and at 
10 
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the Worcester State Hospital for nurses. A general 
tory course in mental hygiene and child development 
introduc-
is held 
weekly in Leominster for public school teachers. Community 
education occupies an important position in the clinic pro-
gram. 
Treatment is the primary function of the clinic. The 
patient's problems are approached both directly through the 
patient himself and indirectly through the parent or parent-
substitute. Therapy with the patient deals with the basic 
personality development toward effecting fundamental changes 
in attitude. Therapy with the parent is concerned with the 
understanding of the parent-child relationship and with the 
parentt's problems which appear to have a direct relationship 
to the child's difficulties. In keeping with modern child 
guidance practice to create the most favorable milieu for a 
therapeutic relationship and to minimize the opportunity for 
friction between parent and child during therapy, the clinic 
provides separate therapists for both the parent and the child 
with whom each can form a confidential relationship. In 
general, it is the social worker who treats the parent and the 
psychiatrist or the psychologist who works with the child; 
however, there exists some flexibility in the assignment of 
either a child or an adult client to any member of the therapy 
team. 
The actual age range of children accepted for service 
1/ 
il 
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I necessarily remains flexible. Generally it includes indivi-
duals varying in age from three to eighteen years. In an 
effort to encourage the older youth to seek help with his 
problems, the name of the clinic was changed in November, 
1948, to "The Worcester Youth Guidance Center." The center 
II 
'I 
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receives its support through State funds, through the 
Community Chest, and through a fee system based upon the 
ability of each family to pay for services. 
It is significant for this study that the present 
philosophy at the center reflects the recent interest in 
children who are not functioning at their optimal intellectual ! 
I 
I 
level because of disturbances in the emotional sphere. The 
subject of this thesis was undertaken at the suggestion of the 1 
Director. 
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I CHAPTER III 
I SOME EMOTIONAL ASPECTS OF LEARNING PROBLEMS 
Since 1920 psychological and psychiatric studies or the 
railure or certain children or apparent or suspected normal 
and superior intelligence to achieve scholastically have 
agreed in including emotional ractors in the etiology or 
learning dirriculties . Recent research suggests that poor 
school adjustment which in part in the past has been ascribed 
to "dullness" or "stupidity" is better understood as an 
expression or inhibition or aggressive drives. 
Pearson and English r eel that "disturbances or intellec-
tual ability in the latency period usually result rrom worry 
over serious parental quarrels, rrom inadequate solving or 
the Oedipus situation or rrom too intense concern with mas-
turbation or homosexual arrairs."1 These authors' observa-
tions or adolescents indicate rurther that at the beginning 
or this developmental period 
the child becomes exposed to mental conrlicts 
associated with his adolescence and, thererore, 
[uses] too much psychic energy to have any lert 
to devote to intellectual pursuits ••• Such 
adolescent worries and psychic conrlicts may be 
about many things, but in our experience they 
usually concern dirriculties in the relationship 
between the child and his parents, love affairs 
1 0. s. English and G. H. J. Pearson, Common Neuroses 
££ Children and Adults, p. 158. 
II 
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or sexual behavior (~asturbation, heterosexual 
or homosexual play). 
According to Fenichel, "quite a percentage of so-called 
feeblemindedness turns out to be pseudo debility, conditioned 
by inhibition ••• ~ery intellect begins to show weakness 
when affective motives are working against it."3 This author 
points out two main reasons why an ego may be induced to keep 
its intellect permanently in abeyance: 
1. A repression of sexual curiosity may block 
the normal interest in knowing and thinking • • • 
The consequent 'stupidity' may represent simul-
taneously an obedience to and a rebellion against 
parents from whom the patient had suffered frus-
trations of his curiosity. 
2. The inhibited intellectual functions may be 
sexualized in the strict sense; i. e., the func-
tion of thinking may be equated with the sexual 
functions in both men and women, its inhibition 
having the meaning of ca~tration or of the 
avoidance of castration. 
Anna Freud has described how a young child's training is 
made easier by his love of adults and his wish to retain 
their love and approval. In her recent article concerning 
aggression, Anna Freud speaks of the normal fusion of sex and 
aggression, pointing out that a lack of such fusion because 
of repression or inhibition of aggression produces in pre-
genital stages of childhood "feeding disturbances, weakness 
2 ~., p. 158. 
3 Otto Fenichel, The Psychoanalytic Theory of 
Neurosis, p. 180. 
4 Ibid., p. 181. 
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of emotional attachments, especially of the Oedipus manifes-
tations, inhibition of curiosity and intellectual achieve-
t t n5 mens ••• , e c. 
Blanchard has presented cases which have clearly shown 
the intimate relationship which exists in some children be-
tween their emotional tensions and their failure to perform 
well in reading. 
Children burdened with conflicting feelings which 
they have been unable to integrate, and with an 
excessive amount of repressed hostility and aggres-
sive impulses, are unable to enter into relation-
ships with other people with real affection and 
positive feeling. We do things for people when we 
like them. Children learn at first to please 
parents, and then teachers who are loved, to secure 
love and approval in return. If the attitudes 
towards parents which are transferred to teachers 
are negative rather than positive, interest in 
learning is decreased thereby, or refusal to learn 
results, in cases of extreme negative feelings.6 
Beata Rank, in her psychoanalytic approach to the treat-
ment of very young children who have generally been considered 
feebleminded or psychotic, bases her investigations upon the 
hypothesis that these children suffered gross emotional dep-
rivation. The mothers of these children are predominantly 
"extremely immature individuals with narcissistic cathexes, 
5 Anna Freud, "Notes on Aggression", Bulletin of the 
Menninger Clinic, Vol. 13, 5:147, September, 1949. -----
6 W. H. Missildine (presenting Blanchard's conclu-
sions), "The Emotional Background of Thirty Children with 
Reading Disabilities with Emphasis on Its Coercive Elements," 
The Nervous Child, Vol. 5, 3:264, 1946. 
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incapable of mature emotional relationships. n7 They are 
imbued with the "messianic idea" that through their children 
they can become re al people capable of true emotions , and i n 
the ir desperation to achieve, most often provide a sc i entific , 
emotionally-sterile env ironment. Driven by f eeling s of 
failure, t he mother's helplessness "creat es an aggression in 
h er that mounts to destruction." The child then finds r etreat 
the only means of survival and "a wor ld of his own is created , 
a world of fantasy ••• so primary, so repetitious, so remote 
from our own feelings and experiences that he appears to us 
odd, bizarre, and dull intellectually and emotionally."8 
Melanie Klein points out two mechanisms, "the presence 
of excessively strong early anxiety situations and the pre-
dominance of a threatening super-ego derived from the first 
stages of its formation" as fundamental factors not only in 
the genesis of psychoses, but in t he production of distur-
bances of ego-development and of intellectual inhibitions as 
we11. 9 
Maslow and Mittelmann reveal that low intelligence tes t 
scores can be the result not only of various external environ-
7 Beata Rank, "Adaptation of the Psychoanalytic 
Technique for the Treatment of Young Children with Atypical 
Development", Amer. Journal of Ortho., Vol. JCDC, 1:131, 1949. 
8 Ibid., p. 132. 
9 Melanie Klein, Contributions to Psycho-Analysis 
~-1945, pp. 265-266. 
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mental influences, but also of poor internal environment--
emotional confusion, unconscious conflict, or a frustrated 
" 
A decrease in intelligence may be a personality. • • • 
functional, purposeful adjustment, a poor but nevertheless 
effective way of coping with the stresses and problems of 
life.ulO One meaning and unconscious purpose expressed by 
this particular symptom is lack of intelligence as a response 
to discouragement. The discouraged person, feeling little 
respected and unloved, draws into himself, using apparent 
stupidity as a way of avoiding all responsibilities and at 
the same time revenging himself upon the hostile world. 
Further, lack of intelligence has many defensive values. It 
justifies laziness, lack of effort and dependence, and is an 
acceptable way of avoiding all problems and potentially 
dangerous tests of ability. Thus, 
Even unintelligent behavior may have its various 
meanings; these are likely to be unconscious 
attempts at achieving something; defending the 
personality, or making the person happier. This 
roundabout and inefficient path is chosen because 
the individual's fundamental needs have, in one 
fashion or another, been frustrated or come into 
conflict with one another. Give him back his 
self-esteem and his feeling of security, and his 
symptoms--whether apparent stupidifi or hostility 
or compulsions--tend to disappear. 
Edmund Bergler finds pseudo-debility a deep oral-
10 A. H. Maslow and B. Mittelmann, Principles of 
Abnormal Psychology: The Dynamics of Psychic Illness,-p. 542. 
11 Ibid., p. 545. 
masochistic regression veiled behind aggression toward the 
parents. The taking in of knowledge is identified with the 
taking in of food. In his refusal to tttal{e in" knowledge, 
the child acts out "pseudo-aggressively his defense: 'I don't 
want to be refused, I refuse.'"l2 
It can be seen from this discussion that these writers 
are all very much aware of the inhibited nature of certain 
types of dullness. Many agree that it is aggression which is 
inhibited. Pearson and English point out factors that disturb 
intellectual activity. These authors are concerned first with 
situations. that interfere with attention and concentration . 
Ability is present but the child is too immersed in other 
disturbing factors to apply himself to academic learning. 
Fenichel becomes more interested in the intellect which 
cannot function because of pseudo-feeblemindedness. This 
author feels that intellect is often "held in abeyance per-
manently" because of inhibition. Most writers in this field 
feel that the foundations for inhibition of intellect begin 
very early in life and that the child shows signs of dullness 
in early childhood. This, of course, is not true of poor 
school adjustment based on other less permanent or more imme-
diate factors. 
Writers less psychoanalytically-oriented than Fenichel 
12 Edmund Bergler, The Basic _N_e~u_r_o_s_i_s, p. 201. 
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emphasize the extreme negative feelings of children who re-
fuse to learn. They imply inhibited aggression but state it 
less clearly (see Blanchard). 
Beata Rank has emphasized the mother-child relationship, 
giving a picture of the mother who creates the intellectually-
dull child. This child, in a self-destructive way, retreats 
from the world, expresses little aggression outwardly, and 
inhibits his drives. Maslow and Mittelmann also stress the 
functional nature of the decreased intellect. The dis-
couraged, unloved person uses withdrawal as a revenge against 
a hostile world, but again, this is a revenge which nearly 
destroys the self. 
In her most recent article on aggression, Anna Freud 
suggests that repression or inhibition of aggression in child-
hood may result in such symptoms as feeding disturbances, 
weakness of emotional attachments, inhibition of curiosity and 
intellect, organic illness, lack of self-possession, harsh 
self-criticism, depressive states, self-destructive and 
suicidal tendencies. Inhibitions are "internalized 
aggression." 
Bergler states definitely his belief that pseudo-
debility is a result of inhibited or veiled aggression. All 
of these authors stress the gross emotional deprivation 
suffered by these intellectually-inhibited children. They 
emphasize the regressive aspects, the repressed hostility and 
19 
aggression, and the early etiology. 
In addition to the child who inhibits his intellect is 
the child whose poor school performance is due to misbehavior 
of some kind. These children may have difficulty in conform-
ing to the school environment. They may score average or 
above in an IQ test situation, but perform poorly in school. 
Among these children are found such problems as overactivity, 
inability to concentrate, refusal to do classwork, reluctance 
to attend school, etc. These children reveal difficulties in 
their social relationships with ot her children, with their 
teachers, or with their parents. In some instances a child's 
insecuri ty at home may be reflected in his misbehavior in 
school. 
Many factors contribute to a child's inability to adjust 
to the school situation. The part played by parental rejec-
tion has been dramatically shown in various studies mentioned 
by Wolberg in his article, "The Character Structure of the 
Rejected Child."13 
Most writers feel that if either or both parents 
reject the child, rebellious or aggressive ten-
dencies will develop. Restlessness, domineering 
tendencies, apathy, indifference, lack of ambi-
tion, distractibility, impulsiveness, and antago-
nism are other common traits. Symonds has con-
trasted the character structure of the accepted 
child with that of the rejected child and has 
13 Lewis R. Walberg, "The Character Structure of the 
Rejected Child", The Nervous Child, Vol. 3, 2:74-88, 1943-4. 
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shown that while the former is frank, open, 
friendly, has many friends, and does not resent 
authority, the rejected child is uncommunicative, 
less friendly, has fewer friends, is rebellious, 
and resents authority ••• In a study of 75 
maternally rejected children, Newell classifies 
both aggressive and submissive types of reaction. 
The former group of reactions comprises restless-
ness, hyperactivity, rebelliousnes s , disobedience, 
temper tantrums, quarrelsomeness, stealing, and 
truancy . The latter group includes traits of shy-
ness, seclusiveness, cravings for attention, 
inability to concentrate, sensitiveness, fearfulness, 
restlessness, and daydreaming.l4 
. . 
Wolberg's study of thirty-three emotionally-disturbed, 
parentally-rejected children found aggression as the most fre-
quent type of reaction encountered, occurring in no less than 
twenty-eight of the thirty-three cases . l5 Moreover, "in neg-
lected children aggression often took the form of conflict wit 
school or police authorities . Many of these children seemed 
unable to repress spontaneous pleasure strivings and resisted 
discipline of the mildest sort.nl6 
Another factor which might contribute to poor school per-
formance is defiance and hostility against authority resulting 
from coercive treatment at home or at school. 
Children will not perform their best by coercion • • • 
Many parents and teachers believe that they can 
teach their children by compulsion. It is natural 
for every human being to resist compulsion from with-
out. It is true that most children do not like to 
14 ~., p. 75. 
15 Ibid., p. 80. 
16 Ibid., p. 80. 
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study and it is equally true that most children do 
not like to conform. Compulsive methods from with-
out will cause resistance. The child may be taught 
despite its resistance but it will learn but little. 
Intelligent guidance will develop in the child a 
compulsion to learn from within. Coerciveness on 
the part of parents or teachers develops in childr en 
a sense of ins ecurity . It is natural for the child 
who is forced against i ts will t o do something to 
believe that it is not loved, that it is not wanted, 
t hat it is rejected.l7 · 
Other problems contributing to inability to perform up 
to expectation may be any situation which makes it difficult 
for the child to conform; such as, lack of interest and moti-
vation, too much parental emphasis on achievement, preoccupa-
tion with home problems, inability to meet competitive de-
mands, poor socialization, etc. It can be seen that any fac-
tor which makes it necessary for the child to "act out" 
toward the other children or the teacher in the school situa-
tion affects his ability to conform or give attention to the 
required material. 
In this study the cases are examined from the standpoint 
of whether the poor school performance of the child is due to 
inhibition or whether it is due to some kind of misbehavior. 
It must be noted that poor school performance, or achievement 
below what is expected of the child, is based in part upon 
IQ results, although throughout this study more credence is 
given to clinical data and projective evaluations. 
17 Jacob Panken, "Coercive Education--A Menace", The 
Nervous Child, Vol. 5, 3:242, 1946. 
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The de termination of a child' s intelligence is a 
complex t ask, since many fac t ors contribute to 
influence his ability and readiness to demonstrate 
to us what capacities he has ••• In evaluating a 
child's performance in a psychological examination, 
emot ional factor s are most baffling, primarily be-
cause they are least tangible and therefore most 
elusive. It is a foregone conclusion that many 
children who are emotionally disturbed cannot func-
tion to the utmost of their capacity. Only in con-
junction with t he psychiatrist who has knowledge of 
the total picture, can we try t o determine a seri-
ously disturbed child's endowment ; frequently re-
peated t!sts are necessary to arr ive at some con-
clusion. 8 
18 Charlotte H. Waskowitz, "The Psychologist's 
Contribution to the Recognition of Pseudo-Feeblemindedness", 
The Nervous Child, Vol. 7, 4:398, 403, 1948. 
______________________ !! ____ 
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CHAPTER IV 
DISCUSSION OF THE GROUP --~~~~ -- --- ~~~ 
This chapter discusses the twenty-six children used in 
this study with a focus on problems as described at referral, 
distribution of other problems, group analysis of the pre-
senting symptom and the accompanying symptoms, age and sex 
distribution, the number of children and their ordinal posi-
tion in the family, and their status in school. 
(a) Description of Problems at Referral 
These twenty-six children were referred for treatment 
because of poor school adjustment. As shown by Table I, the 
problems presented by the parents at the time of referral fall 
into six categories. All of the parents complained of poor 
school adjustment, but used the following terms in presenting 
their interpretations of the child's problem. 
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TABLE I 
PROBLEMS AS DESCRIBED AT REFERRAL 
Type or Problem Number of Children 
Learning difficulties--poor school work 9 
Inattentiveness and lack or concentration 6 
Poor social adjustment 4 
Aggressive behavior problems , 3 
Misconduct and refusal to conform to school 3 
School phobias--reluctance to attend school 1 
Total 26 
Nine children were described as doing poor school work. 
Six children were rererred because of inattentiveness and 
lack of concentration. Four children were described as having 
dirficulties in their social adjustment. Three children 
showed aggressive behavior problems. Three children were 
felt to need h elp because of misconduct and refusal to con-
form to school routine. One child displayed reluctance to go 
to school. 
(b) Distribution of Other Problems 
In addition to the foregoing interpretations of the 
reason for the child's poor school performance, many other 
problems were observed in these children. Table II shows the 
tremendous variety of symptoms which existed along with the 
referring symptom. That poor school performance was just a 
further symptom of emotional difficulty seems to be borne out 
by Table II. 
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Problem 
TABLE II 
DISTRIBUTION OF OTHER PROBLEMS 
Number 
Confused identifications 15 
Low self-esteem 13 
Overdependence 13 
Extreme anxiety · 12 
Withdrawal 12 
Aggressive disciplinary 11 
Passivity 11 
Immaturity 10 
Daydreaming 9 
Excessive jealousy of siblings 8 
Temper tantrums 6 
Petty ste aling 6 
Hyperactivity 5 
Excessive demands 5 
Negativism 5 
Moodiness 4 
Apathy 4 
Fears and nightmares 4 
Nervousness 3 
Enuresis 3 
Vomiting 2 
Meticulousness 2 
Eating difficulties 2 
Conforming and rigid 2 
Hypochondriasis 2 
Sloppy appearance and habits 2 
Strong affect of almost an hysterical nature 1 
Facial tic 1 
Hypersensitivity 1 
Stuttering 1 
Mutism l 
Extreme modesty 1 
Conversion symptoms 1 
Total 178 
For purposes of this thesis, the writer has tried to 
study the meaning of the emotional problems presented by these 
children according to ways the problems express aggressive 
drives. Determination of whether a symptom is an expression 
of inward aggression (masochism) or of aggression turned out-
ward (sadism) is a difficult problem, and it must be borne in 
mind that within the dynamics of the individual these two 
expressions -are always interrelated. 
(c) Group Analysis of the Presenting Symptom and the 
Accompanying Symptoms 
Table III attempts to break down the presenting symptom 
and the accompanying symptoms of the twenty-six cases into 
two groups of children, those who express aggression inwardly 
and those who express aggression outwardly. 
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TABLE III 
GROUP ANALYSIS OF THE PRESENTING 
SYMPTOM AND THE ACCOMPANYING SYMPTOMS 
Reason for poor school adjustment 
1. Predominantly inward aggression 
Number or 
Children 
a. With intellectual inhibition (low IQ) 6 
b. Without intellectual inhibition 11 
2. Predominantly outward aggression 
(misbehavior of some kind) 9 
Total 26 
Direction of aggression in accompanying symptoms 
1. Predominantly inward aggression 17 
2. Predominantly outward aggres sion 9 
Total 26 
The poor school adjustment of s ix of these twenty-six 
children was due to true intellectual inhibition. In all six 
cases the IQ is below 90, although the actual diagnosis of 
intellectual inhibition as made by the clinic was not based 
solely on the IQ rating. The accompanying symptoms shown by 
these six children were predominantly in the nature of aggres-
sion turned inward. 
Eleven other children show a preponderance of inwardly 
aggressive behavior, but their IQ ratings fall within the 
normal range. These children are isolated, daydreamers, shy 
and fearful. They present little aggressive "acting out." 
Nine children were adjusting poorly in school due to 
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their misbehavior in the classroom. This includes boistrous, 
aggressive, attention-getting behavior. The learning dirfi-
cult ies these children show are not due to lack of, or to 
inhibition of, intellect and their IQ ratings fall within 
normal range. 
Seventeen of the twenty-six cases show accompanying symp-
toms which suggest that aggression is handled by turning it 
inward toward the self. Nine of the twenty-six cases show a 
preponderance of symptoms which suggests that aggression is 
more readily expressed toward the outer world, rather than 
toward the self. 
(d) Distribution by Age and Sex 
The twenty-six children in this study include eighteen 
boys and eight girls. That three of these boys were referred 
- 1 by the courts may account for some of this difference in sex 
distribution. However, it is felt that the total number of 
cases studied is too small for any conclusions to be drawn on 
the basis of sex. 
The ages of these children range from six to e ighteen 
years. Table IV explains the age and sex groupings of these 
twenty-six children. 
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TABLE IV 
AGE AND SEX DISTRIBUTION 
Age at Referral Boys Girls Total 
6 yrs. 
-
9 yrs. 11 mos. 10 3 13 
10 yrs. - 13 yrs. 11 mos. 3 3 6 
14 yrs. - 17 yrs. 11 mos. 5 2 7 
Total 18 8 26 
It is perhaps interesting to note here a somewhat 
greater concentration of cases at the immediate post-oedipal 
period and at the beginning of adolescence in the boys. This 
may be expected as one frequently sees a greater manifestation 
of neurotic conflicts during these periods. 1 The limited 
number of female cases makes any speculation regarding their 
symptoms inadvisable. 
(e) Number of Children in Family and Ordinal Position 
The largest number of children in any family which 
appears in this study is four. Five families have four chil-
dren. In eight families there are three children; in seven 
families, two children; in six families, one child. The 
average family group, therefore, contains 2.4 children. 
Table V shows the number of children in the family and 
the ordinal positions of the twenty-six children. No sig-
1 Otto Fenichel, ££• cit., pp. 110-113. 
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30 
niricant conclusions are apparent regarding the number or 
children and ordinal position in the ramily. 
TABLE V 
NUMBER OF CHILDREN IN FAMILY AND ORDINAL POSITION 
Number or Chn. Total Ordinal Position 
in Family First Second Third Fourth 
One 6 6 
Two 7 3 4 
Three 8 2 3 3 
Four 5 3 1 1 
Total 26 14 8 3 1 
(r) Status in School 
Table VI shows the grade status of these twenty-six 
children. The grade-range represented in this study begins 
with high kindergarten and continues through second year high 
school. Although none of these children were performing at 
an optimal level, sixteen or over one-half or the group were 
derinitely failing the grade they were in at the time of 
treatment . Three of the children were in their present grade 
on a trial basis at the insistence of their parents. Five 
children were repeating their present grade and one of these 
was transferred to a special, ungraded class during the treat 1 
ment period. One child had repeated the fourth grade twice 
and was then transferred to a special class. He was in a 
special class doing fourth-grade work at the time of his 
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treatment. Eleven children1 or slightly less than one-hal~ 
or the group, had repeated one or more previous grades. 
Grade 
in 
School 
High Kind. 
First 
Second 
Third 
Fourth 
Firth 
Sixth 
Seventh 
Eighth 
Freshman HS 
Sophomore HS 
Total 
* 
One child 
iH*-One child 
Number 
or 
TABLE VI 
STATUS IN SCHOOL 
Failing In Grade 
this on 
Children Grade Trial 
2 2 
5 3 2 
3 1 
3 1 
2~P~ 2 
3 2 1 
0 0 
2 1 
2 1 
3 2 
1 1 
26 16 3 
Repeating Repeated 
this Previous 
Grade Grades 
2~~ 
1 
2 
1 
1 2 
2 
2 
1 
1 
1 
5 11 
transrerred to special class during treatment 
in special class doing rourth-grade work 
I' 
II 
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CHAPTER V 
PRESENTATION OF CASE MATERIAL 
The case material is presented in this chapter in terms 
of r elationships between poor s chool adjustment and the accom-
panying emotional problems found in each child. Ten cases are 
presented in two groups of five each. The first group pre-
sents five children whose predominant symptomatology indicates 
aggre s s ion turned outward. The second group presents five 
children whose symptoms are primarily of an inhibited nature 
(aggression turned inward). The remaining sixteen cases are 
presented in Table VII. This table outlines the symptoms of 
each child, dividing them into two groups depending on whether 
they represent aggression turned toward the self or toward the 1 
outside world. The school adjustment made by the child is 
outlined and the IQ ratings are given so that comparisons can 
more readily be made between school adjustment and the accom-
panying emotional problems as seen in each child. 
(a) Five Case Studies of Children Showing Predominantly Out-
ward Expression of Aggression 
Case #1 
Gerry, a six-year-old boy and an only child, was re-
ferred to the clinic because of learning difficulties. 
He was repeating kindergarten and failing for the 
second time. Other problems presented were hyper-
activity and uncontrollability at home. The therapist 
observed that he was an extremely small youngster for 
his age, that his posture and his manner of speech 
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suggested tension, that he was overdependent upon 
his mother , he l acked initiat i ve , and he had many 
nervous manneri sms . He s cored an IQ, of 81 when 
tested at t he clinic, but the t es t r esults were not 
considered to be valid. 
Gerry's father worked nights and never spent much 
time with the boy. The father never knew affection 
as a child himself and therefore was restricted in 
giving affection. Gerry's mother was observed to 
be an immature, dependent person who rather readily 
indicated a preference for girls. This was reflected 
in her treatment of Gerry; for example, she kept him 
dependent by dressing him until he was six years old. 
She showed little understanding of the child's basic 
needs and was openly hostile when Gerry did not per-
form according to his age level. 
Gerry turned his feelings of inadequacy outward with 
hyperactive and uncontrollable behavior. Treatment 
for the child provided affection and acceptance which 
gave him a feeling of security and helped him gain a 
measure of confidence in himself. The parents were 
helped to understand their own feelings and their 
effect upon the child, and they were able to modify 
their demands and to offer more encouragement to 
Gerry. At the close of nine sessions with the mother 
and eight with the child, treatment was suspended for 
the summer. Gerry at this time had begun to show 
greater maturity and some improvement in school per-
formance . The mother did not re-apply for continued 
treatment following the summer interval. 
Case #2 
George was a fourteen-year-old boy who was referred 
to the clinic by the court where he had been taken 
for being a runaway and for stealing. At the time 
of the referral, George was failing in his school 
performance despite an IQ of 96 which was felt to be 
a minimal rating. George was repeating the seventh 
grade and was failing in all subjects. He had been 
expelled from parochial school because of inatten-
tiveness, disturbing behavior, and use of bad lan-
guage. The public school felt that he was intelli-
gent but did not want to pay attention. The boy was 
said to be impulsive, defiant, demanding, and to have 
a violent temper. 
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Clinically, George's adjustment was seen to be one 
of negativism toward everybody in his world and 
though he had considerable energy he showed no 
directed drive and was withdrawn and fearful . He 
appeared to be a solitary boy who was fighting the 
world and who felt he had no friends at home or 
among other boys. His delinquency seemed to be a 
desire for attention and a way of being tough and 
masculine. 
George's family relationships were very poor. Both 
parents wanted the boy out of the home. The father 
was a pompous, garrulous, antagonistic individual 
with no warmth of feeling. He was harsh and repres-
sive toward George. Two older brothers had left the 
home because of this strict father . George reacted 
defiantly and surlily to his father. The mother was 
an obese, ailing woman who was neither well enough 
nor strong enough to defend the lad ag ainst the 
father. She was an extremely emotional person with 
a strong dependence upon religion and the rigid mores 
of her culture (French). She practised the belief 
that children should mind and not express themselves 
in any way . She had stern feelings of justice, with 
no flexibility. 
During four treatment sessions with the psychiatrist 
George remained deeply hostile, refusing to talk and 
giving no evidence of wishing help or desire to relate 
to anyone in the clinic . The mother also was seen 
four times and responded somewhat to the therapist's 
direct statement not to nag or show distrust of the 
boy. She appeared to gain some relief from her clinic 
contacts and outwardly became ambivalent toward the 
boy, sometimes being hostile, at other times , protec-
tive . In general, the mother use d the clinic as a 
punitive agent. Treatment was finally terminated be-
cause George was too hostile and the home environment 
was too great a handicap. School placement was 
advised . 
Case #3 
John, aged seven and the oldest of four siblings, was 
brought to the clinic by his mother because of read-
ing difficulties, poor school work and adjustment, 
temper tantrums, and poor adjustment at home. In 
school he was repeating the second grade and failing. 
His school behavior was characterized by inattentive-
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ness and disobedience. He displayed destructive 
and aggressive behavior toward his parents, sib-
lings, and home. The boy had an IQ of 104, and 
as testing revealed marked blocking, this was re-
garded as a minimal, rather than an optimal, 
rating. John's social relationships, in general, 
were said to be good. 
The family made their home with the father's rigid 
and demanding mother . The father was an emotionally 
inadequate person, but a good financial provider. 
The mother was an immature individual who was both 
rejecting of and seductive with the boy, using him 
to punish the paternal grandmother. There was in-
tense rivalry among the siblings. 
The clinic felt that John's school failures seemed 
to represent a passively aggressive act against a 
family who placed great store upon intellectual 
achievement and social prestige. 
John had thirty-two sessions; his mother, twenty . 
During treatment the boy showed some growth. This 
case was closed because the mother withdrew the 
child from treatment. 
Case #4 
Joan was a six-year-old, only child . Regarded as 
avery precocious, "rugged individualist," she was 
referred for treatment by her mother at the sugges-
tion of the school. This little girl was in the 
first grade, but despite an IQ of 120, was having 
school difficulties. The presenting symptoms in-
cluded misconduct, refusal to conform to school 
routine, inattentiveness, and refusal to do school 
work . 
Joan was born in the Virgin Islands and had moved 
about a great deal because of her father's occupa-
tion. The father, aged 32, indulged the child, but 
actually was very strict in the standards he set 
for her. He left the disciplining up to the mother. 
Although Joan was "daddy's girl," her father was 
not affectionate with her and actually rejected the 
child emotionally. 
The mother, aged 27, was employed as a secretary . 
The home was a good one and another couple, with 
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children of their own, cared for Joan while her 
mother worked. Joan was fond of this couple. 
Joan's mother was an attractive, domineering 
person who boasted of treating the child "gently 
but firmly." She expressed devotion to her daugh-
ter and was extremely defensive about her. Because 
of this attitude, the school authorities regarded 
this mother as uncooperative. The mother's hand-
ling of the child, like father's, was inconsistent. 
Clinically, Joan was observed to be independent and 
resourceful, demanding of attention, and not affec-
tionate. When tests were attempted the child re-
acted with hyperactive, belligerent behavior and 
inability to concentrate for more than a few seconds. 
It was observed that the girl had almost a panic re-
action to any stimulus that might cause her to re-
veal herself. Joan was seen as a rejected child who 
had been deprived of real affection-relationships. 
The child's anxiety appeared to be related to strong 
fears of rejection, especially by her mother. So 
fearful of losing what little support she had from 
her parents, the child remained passive with them, 
showing hostility to others. Her aggressive school 
behavior appeared to be a displacement of the hos-
tility and resentment she felt toward her parents 
who were the real source of her anxiety and frus-
tration. 
Joan had eleven therapeutic sessions. Her mother 
was seen six times. Treatment recommended a more 
consistent approach at home, with less indulgence. 
The mother was encouraged to set some limits for 
the child. Play with other children was recommen-
ded so that Joan could experience some give-and-
take, in contrast to her heretofore customary 
pattern of come-and-go as she pleased, of keeping 
her toys to herself, and of being the center of 
adult attention. 
Case #5 
Mary, a nine-year-old, was referred to the clinic by 
the school principal because of learning difficulties. 
Although tests revealed an IQ of 105, this child was 
failing in third grade work and the school felt she 
should return to the second grade. This girl had 
always had trouble in school and had repeated high 
kindergarten. 
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In addition to learning difficulties Mary presented 
other problems which appe ar to be predominantly out-
ward manifestations of aggressive drives. These 
included a defiant and offensive manner, antagonism 
against women, petty stealing, temper tantrums when 
thwarted, attention-getting behavior, and fussy, 
sloppy eating habits. In play she was a "tomboy," 
preferring boys as playmates. Other girls refused 
to play with her because she fought. 
Mary was the youngest of three siblings, having two 
older brothers, aged thirteen and ten. The parents 
had separated and the children and mother were living 
with the maternal grandparents. The grandparents 
rejected Mary and were extremely critical of her 
preferring boys "because they were less trouble." 
The mother, aged 39, was seen to be a reasonably well-
adjusted person who was sensitive to criticism. It 
was difficult for the mother to support Mary against 
the grandparents because of her position in her 
parents' household. She received help and support 
in this, however, from the treatment relationship. 
Mary's father, aged 46, was an insurance adjuster, 
living in another state. He was an immature indi-
vidual who never accepted any responsibility for his 
children or showed much interest in them. The father 
had always rejected Mary's overtures for affection 
and was very cold toward her. The oldest sibling, 
Eric, was a quiet , studious, "grown-up" boy who t ended 
to seclude himself . The other brother was an outgoing, 
fun-loving lad who got along well with the little sis-
ter. Both brothers enjoyed teasing Mary and she re-
sented this . 
The predominant factors in this child's emotional 
problems seemed to be the insecurity and resentment 
she felt because of her broken home situation. Both 
Mary and her mother were seen in five treatment 
sessions. The mother learned to help the child by 
giving her more attention and a greater feeling of 
security. Mary developed a better attitude toward 
school and was helped to be more interested in every-
day life. For reasons not noted in this record, this 
case withdrew after five sessions with slight improve-
ment reported. 
It :l.s evident in these five cases that the aggression is 
- I 
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turned toward the environment. School adjustment is inadequate 
but, on the basis of lack of concentration, inattentiveness, 
inability to relate well to the groups, a lack of application 
rather than an inhibition of intellect is suggested. 
For the most part, Gerry's (Case #1) emotional problems 
(hyperactivity and uncontrollability at home) reflect a turn-
ing outward of aggression against an environment which holds 
too high standards for him. Gerry's mother is seen as an im-
mature, dependent person who expresses a preference for girls. 
She overprotects the child and keeps him dependent. The 
mother is openly hostile because the child does not perform 
according to his age level. Gerry's father spends little time 
with the boy and shows little affection for him. Both parents 
reveal little understanding of the child's basic needs. 
Although an IQ of 81 was scored in this case, this test r esult 
I 
was not considered valid . The clinic's decision was that this 
boy was actually functioning at a higher level. 
George (Case #2) felt unwanted and unloved . He expressed 1: 
these feelings predominantly in outwardly aggressive behavior 
both within school and without. His mother, an ailing, emo-
tional person, had no understanding of the child as an indi-
vidual. The father was harsh and repressive toward George, 
showing no warmth of feeling. Both parents rejected the boy 
and wanted him out of the home. 
John's (Case #3) symptoms of temper tantrums, disobedi-
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enca, destructive and aggressive behavior both at school and 1: I 
at home reveal a predominant tendency toward expression o~ 
aggression outwardly. This boy's frunily relationships were 
poor. The mother is seen as an immature person whose handling 
was both rejecting and seductive . The father is described as 
an emotionally-inadequate person. There was rivalry among the · 
siblings. The paternal grandmother, in whose home the family 
lived, was a rigid and demanding woman. All the adults in 
this ~amily placed great emphasis upon social prestige and 
intellectual achievement. The boy quickly learned that he 
got attention only from negative behavior. 
Joan's (Case #4) outwardly-directed aggressive behavior 
in school appears to reflect feelings of resentment toward 
her parents against whom she cannot express hostility. Both 
parents rejected this child. Their handling of her was alter-
nately strict and indulgent and they were unable to provide 
the affectional-relationships the child needed. 
Mary (Case #5) likewise expresses her feelings of resent-
ment and insecurity through outwardly-directed aggression. 
Her difficulties seem to arise from poor family relationships 
and a broken home. The father had rejected Mary's overtures 
of affection. The maternal grandparents constantly criticized 
and rejected her in favor of her two brothers. The mother was 
unable to protect the child from the grandparents' attitude 
and could not alone provide the attention and security the 
child needed. 
(b) Five Case Studies of Children Showing Predominantly Inward 
Expression of Aggression 
Case #6 
Rebecca, aged ten, was brought to the clinic by her 
mother because of school failure, enuresis, and 
feelings of inadequacy in school. Rebecca's school 
record revealed that, despite an IQ of 95 when tested 
by the clinic, she had always done very poor work. 
She had repeated the second grade, barely ~assed the 
third, and was failing the fourth (passed on trial" 
after treatment). She liked her teacher and always 
slaved over her school work. 
Rebecca's parents had been divorced when the child 
was a year-and-a-half old. The father was described 
as a "no-good.'' The mother remarried a year after 
the divorce. At the time of treatment the family 
consisted of mother, step-father, and two younger 
step-siblings. When first known to the clinic 
Rebecca had not been legally adopted by her step-
father; however, proceedings were instituted during 
treatment. 
The step-father, aged 29, was employed as a fireman. 
Not too much is known of him except that he provided 
fairly adequately for material needs and was concerned 
about Rebecca's difficulties. The mother, also aged 
29, worked part time as a waitress. Rebecca had good 
relationships with her step-siblings, being particularly 
devoted to the five-year-old brother. The step-sister, 
aged seven, was described as the most outgoing of the 
three children. 
Clinically, Rebecca was seen to be a shy, inarticulate, 
insecure little girl who regarded herseli' as "dumb." 
She revealed feelings of sadness and of being unloved 
which seemed to keep her isolated from others. Instead 
of remaining dependent or immature, she had become 
independent but quite passive and anxious. She used 
her energy to remain conforming and had none left for 
more useful accomplishments. Her poor school achieve-
ment seemed to be the result of passivity and blocked 
intellectual functioning rather than to lack or 
ability. 
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Both Rebecca and her mother had twelve treatment 
sessions. The mother was able to use treatment to 
work through her own feelings of hostility for her 
mother because of being illegitimate. The child 
was able to establish a warm relationship with the 
therapist and used her as an outlet for her feelings 
of resentment. When treatment was terminated, the 
enuresis had stopped, the child was less conforming, 
was improving in school performance, and was more 
outgoing in her relationships. 
Case #7 
Joel, aged six, was referred for treatment because 
or-learning difficulties. This boy was repeating 
kindergarten, having failed a trial promotion to 
the first grade. His teachers regarded him as 
"odd" and saw him as an inattentive, shy, withdrawn 
child who was "neither here nor there." When tested 
at the beginning of treatment, Joel's IQ was 76. 
Five months later his mental age had increased one 
year and his IQ had advanced ten points. 
Joel was the oldest of three siblings, having a 
brother, aged three, and a sister, aged two. The 
father, aged 36, was a preoccupied, quiet man who 
worked as a sales clerk. He assumed little respon-
sibility in the home and left all management of the 
children entirely to his wife. The mother, aged 35, 
was a tense, harrassed woman who regarded marriage 
and children as an ever-increas ing responsibility. 
Her handling of the children reflected her anxiety 
about her marital relationship. She was unhappy, 
was much involved with household responsibilities, 
did not get along well with her in-laws, and had no 
relatives of her own living in this state. The 
mother was extremely fearful that Joel was backward 
and, as a result, pushed and nagged him constantly. 
She was overprotective of Joel, feeding and dressing 
him, anticipating his every move, and supervising 
everything he did. 
In treatment, the mother gained some insight so that 
she was able to regard the boy as an individual per-
sonality. The child was helped to express some of 
the aggression which heretofore had apparently been 
directed inward against the self, and became more 
spontaneous and lively. As demonstrated by the 
testing, his intellectual functioning improved with 
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marked changes in his personality. During the first 
session the child was apathetic, withdrawn, and 
extremely passive. Later he appeared more indepen-
dent and self-reliant, talked a great deal more 
freely, and showed an active, outgoing interest in 
the testing procedure. This case was closed after 
sixteen sessions for both the mother and child, with 
improvement noted. 
Case #8 
William, a twelve-year-old boy in a special class, 
was referred for treatment because of school retar-
dation which -his doctor felt was on an emotional 
basis. Other problems presented were habit of con-
torting face, nervousness, and preoccupation at home 
and at school. Scholastically, the boy had repeated 
the third grade twice, repeated the fourth grade, 
and then had been transferred to a special class. 
When tested by the clinic, this lad scored an I~ of 
86. His Rorschach results, however, indicated a 
basically superior intelligence. 
This boy's early development was reportedly a normal 
one. He did all right during his first two years of 
school and then failed the third year (this coincided 
with the loss of his father who had been a war 
casualty five years prior to the patient's referral 
to the clinic). Following his third-year failure, 
the mother then transferred the boy to a convent 
where he would be cared for while she was working. 
She became dissatisfied with this arrangement, how-
ever, because she felt the convent "worked the boy 
like a scullery maid.n William accordingly was 
transferred back to a public school where he had to 
repeat the third grade again. When he had to repeat 
the fourth grade, William developed a defeatist 
attitude and subsequently was placed in a special 
class. Hi s teacher was contacted by the clinic, but 
she appeared unsympathetic with treatment plans and 
expressed the op inion that the boy should be spanked. 
She described him as being poor in attendance, doing 
his work only when he fel t like it , being "polite but 
not trustworthy," and being a class annoyance, pulling 
girls' hair and ruining other children's work. 
When known to the clinic, the home situation was an 
extremely unhappy one. The mother, a care-worn indi-
vidual, was neurotic and physically ill. She gave 
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William no emotional support and set unrealistic 
goals of achievement for the boy--wanting him to go 
to college, criticizing the special class as a place 
for "dummies," and threatening reform school as 
punishment. As the mother openly preferred the 
sister-siblings, the boy revealed conflict in the 
sexual area and between desires to express indepen-
dence .and aggression or continuing a state of oral 
dependence upon his mother. The mother and son 
shared the same bed in order to save sheets and be-
cause the boy was afraid of sleeping on the first 
floor of the home alone. 
William was the middle of three siblings. An older 
sister, aged fourteen, was bossy and teased him. 
William complained that his mother never supported 
him in his quarrels with his older sister. A 
pleasanter relationship was enjoyed with his younger 
sister, aged eleven, to whom he felt close. 
William was seen at the clinic seven times and seemed 
to enjoy the freedom and support he received. The 
case was withdrawn, however, when the boy was placed 
on probation for a purse-snatching episode. 
Case #9 
Agnes, a fifteen-year-old, only sibling of divorced 
parents, was referred for treatment because she was 
retarded in school, lacked self-confidence, and se-
cluded herself. The girl had scored an I~ of 92 
with indications of greater intelligence. When re-
ferred, Agnes was an eighth-grade pupil with marks 
so poor that she was in danger of failing the grade. 
Agnes had never been a good student and had repeated 
the first grade because of indifference and inatten-
tiveness. 
Agnes' parents were divorced when the child was four 
and she was awarded to her mother. The mother was 
said to be an alcoholic, promiscuous woman who had 
rejected the child, giving her to the paternal grand-
parents. Agnes lived with her grandparents until six 
months prior to treatment, at which time the grand-
mother had died. When known to the clinic the girl 
was making her home with an interested aunt, uncle, 
and three cousins, aged nineteen, ten and eight. Her 
father travelled a great deal and though he provided 
well materially, he offered the child few affectional 
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ties. 
Agnes was seen as an attractive, stoical child who 
preferred to be alone. Without adequate opportunity 
to identify successfully with stable parents, the 
girl had no inner controls with which to handle her 
impulses. With no real outlets for aggressive drives, 
she attempted to deny them or to regress into depen-
dence . Her view of herself was confused and she 
appeared to be handling this conflict by a washing 
out of emotion and retreat into fantasy. 
It was felt by the clinic that this girl's greatest 
need was for a female ego-ideal with whom she could 
identify through support and reassurance at first, 
with some later attempt to separate the erotic fan-
tasies from the relationship with the father and in-
corporate them in a feminine identification. The 
case was closed with improvement noted after seven-
teen treatment sessions. 
Case #10 
Edward, a seven-year-old, only child was referred to 
the clinic because of poor school adjustment. His 
behavior was characterized by inattentiveness, dawd-
ling, and non-conforming. This child was in the 
second grade but was failing in his work despite an 
IQ of 108 when tested by the clinic. Other problems 
in Edward 's situation included passivity and depen-
dence upon his mother, difficulty in identifying with 
his father, and extreme modesty particularly in the 
presence of his father. 
Difficulty between the parents and the school inten-
sified this boy's problems. The father, a quick-
tempered man, antagonized the principal when the 
school made constant calls to the home complaining 
of Edward's unfinished work and urging the parents 
in a critical way to put more pressure on him. The 
principal, who was seen as a neurotic individual and 
who later was discharged from his position, reacted 
to the father's hostility by keeping a continual 
check on the child's work. This he did daily, criti-
cizing Edward's work aloud to the class. The prin-
cipal eventually found some pretext on which to expel 
the boy who, with clinic help, was transferred to 
another school. There he did not improve, however, 
until he received help with his sexual anxiety and 
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insecurity at home. 
Edward's father, aged 31, had been away in the 
Service from the time Edward was two-and-a-half 
years of age, until he was six. The father was an 
excitable, quick-tempered, nervous man who was re-
ceiving psychiatric help in another clinic. The 
father resented patient's dependence upon his 
mother and the intimate relationship between them. 
The father himself had been an only child, brought 
up by his mother after his father had left home 
because of an argument over disciplining the child. 
Edward's father tended to repeat the neurotic pat-
tern of his own early family relationships by 
assuming a strict, punitive manner in contrast to 
his wife's indulgent one. The father also tended 
to expect too much of his seven-year-old son. 
Edward 's mother, aged 27, appeared to be a rather 
child-like person who, in treatment, became extremely 
dependent upon the case worker. She was pregnant 
during the treatment period and displayed an eager-
ness to do everything possible to help stabilize 
the family relationships before the arrival of the 
new baby. 
As noted previously, the father was having psychiatric 
treatment elsewhere; however, he willingly had two 
interviews with the clinic case worker. Some inter-
pretation of the child's problems was given and he 
was able to modify his attitudes and behavior so that 
an improved father-son relationship resulted. The 
child had eighteen play sessions during which he was 
able to work through some of his sexual conflicts. 
He was thus helped to get on a better footing with 
his father, overcoming his excessive modesty and 
showing a tendency towards identification with his 
father. 
At the time treatment was discontinued by the clinic, 
family life was more harmonious and Edward had made 
appreciable strides toward becoming more masculine 
and independent. He was still having some difficulty 
in school (dawdling) but did pass "on condition." 
Two months after cessation of treatment a phone report 
from the mother revealed that the new baby had arrived 
and Edward appeared to be accepting him. The mother 
also reported that Edward seemed more grown up and was 
showing a real interest in his school work. He and 
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his father were good friends and, though he seemed 
to prefer his father's companionship, he remained 
courteous and affectionate with his mother. 
It is evident in these five cases that the aggression is 
turned inward upon the self. The poor school adjustment of 
these children seems to be due to the inhibiting nature of 
their symptoms, or to the tendency to inhibit aggression 
rather than to express it outwardly. Cases #7 and #8 repre-
sent true intellectual inhibition. Cases #6, #9 and #10 
represent children who are functioning at an average level 
according to intelligence tests, but who have difficulty in 
school adjustment because of their other symptoms of inhibi-
tion. Actually all of these five cases were felt by the 
clinic to be children of true inhibited intellect, although 
in those cases where the IQ ratings are within average range 
it is difficult to determine the extent of intellectual inhi-
bition. 
Rebecca (Case #6) seemed to handle most of her aggressio~ 
by turning it inward. She was shy, inarticulate, isolated and 
passive . 
Rebecca. 
There is probably a very strong need for failure in I 
Although her present family relationships offer sur-
face affection and security, she appears to be reacting to 
her mother's underlying hostility. 
Joel (Case #7) presents a more dramatic example of the 
inhibited intellect and aggression turned inward. This is 
strikingly shown in the test results which were obt ained five 
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months after treatment was begun. Joel needed help in expres-
sing aggression outwardly. His inhibited performance appeared 
to be a result of the overprotective, rejecting attitude of 
his harrassed mother who nagged and pushed him constantly. In 
many ways this boy identified with his father who appeared to 
be a quiet, inhibited man. 
William's (Case #8) problems seam to indicate predomi-
nantly internalized aggression. His potentially superior 
ratings as shown by the projective test against his IQ scoring 
reveal inhibition of the intellect. Further he is praoccupie~ 
withdrawn and has many nervous mannerisms . William developed 
some behavior which can be described as expressing aggression 
outwardly; i. e., some classroom annoyances, hair pulling and 
finally, during treatment, stealing. As treatment was dis-
continued, the true meaning of this stealing episode was not 
discovered. It is of interest to note that this boy's early 
development was said to have been normal until the death of 
his father when William was seven years of age. It is pos-
sible that his normal aggressive wishes against his father at 
that age became internalized upon the reality of his father's 
death. This youngster's difficulties are furthered by a poor 
relationship with a neurotic, ill mother who favors his sis-
ters, who holds high standards for this boy, and who is unable 
to satisfy his needs for affection and security. 
Agnes' (Case #9) symptoms of seclusion, stoicism, lack of 
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self- confidence and school failure indicate that she handles 
aggression by turning it inward. Because of a disrupted home 
life, a rejecting mother and a father who provided few affec-
tional ties, this girl never learned to handle normal aggres-
sive drives in any other way than by denial or internalization. 
Edward (Case #10) also tended to turn aggression inward. 
This is seen in his passivity and dependence upon his mother, 
his difficulty in identifying with his father, his fear that 
to be masculine he must be aggressive, his extreme modesty and 
his inattentive, non-conforming behavior in school . Edward's 
difficulties appear to be related to his sexual conflict 
created by his father's absence from the home during the oedi-
pal stage, and his father ' s strict, punitive attitude toward 
the child in contrast to his mother's indulgence . 
(c) Discussion of the Emotional Problems of the Remaining 
Sixteen Children 
Of the sixteen other cases included in this study, four 
children appeared to display problems which were predominantly 
outward manifestations of aggression. The emotional problems 
of twelve of these children appeared to be predominantly in-
ward manifestations of aggression. 
Table VII presents the I~ ratings of the sixteen remain-
ing children, together with difficulties in school adjustment 
and the other problems manifested by each child listed accor-
ding to whether the problem seems to be an outward or an in-
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ward expression of aggression. 
TABLE VII 
OUTLINE OF THE EMOTIONAL PROBLEMS 
OF THE SIXTEEN REMAINING CASES 
Case IQ School Adjustment Other Problems 
1 #11 101 Poor attention 
Repeated previous 
grades 
Daydreaming 
Fighting with 
classmates 
#12 114 Repeated previous 
grades 
Failing present 
grade 
Non-conforming to 
school routine 
#13 aver- Delays doing work 
age Defies teacher 
#14 105 Erratic perfor-
92 mance 
Blocking 
#15 "verr. In grade on trial 
dull' Kept back because 
of immaturity 
Distractible 
Outward 
Stealing 
Impulsive & 
aggres sive 
behav i or 
Expressed re-
sentment ag. 
authority 
Sibling r ivalry 
Ungovernable 
temper 
Extreme aggr. 
behavior 
Obscene lang . 
Conflict with 
school, church, 
scouts, neigh-
bors 
Stealing 
Impulsivity 
Inward 
Passive- dept. 
relationship 
Belligerence Depression 
Aggr. behavior 
Sibling rival-
ry 
Rebell iousness 
Temper tan-
trums 
Jealousy 
Enuresis 
Repression 
Retreat into 
aggr . fantasy- I 
nightmares . 
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#16 77 
#17 87 
#18 95 
#19 108 
#20 118 
II 
TABLE VII (Continued) 
Poor school 
marks 
Erratic perform. 
Hates school & 
teacher 
Failing present 
grade 
Repeated previous 
grades 
Refusal to go 
to school 
Dislike of sch. 
& teacher 
Repeated previous 
grades 
Dislikes school 
Failing present 
grade 
Sudden expr. 
of antagonism 
twd. parents 
Sibling rival-
ry 
Enuresis 
Sibling rival-
ry 
Negativism 
Aggr. beha-
vior 
Some sibling 
rivalry 
Some sibling 
rivalry 
Expressed 
hostility twd. 
women 
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Stuttering 
Very conforming 
behavior 
Withdrawal 
Low self-esteem 
Apathy 
Blocked intell. 
functioning 
Withdrawal 
Conversion symp-
toms 
Infantile beha-
vior 
Thumbsucking 
Nail-biting 
Inconsistency 
in intell. 
performance 
Fearfulness 
Reading dif.fs. 
Passivity 
Vomiting 
Meticulousness 
Fearfulness 
Passivity 
Assumes atti-
tude of 11 dwnb-
ness" as a 
defense 
Depression 
Apathy 
Seclusiveness 
Fantasies of 
self-destr . & 
harm 
Apparent dull-
ness 
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TABLE VII (Concluded) 
#21 114 Defies teacher Stubbornness Rigidity 
Poor sch. work Defiance in Emotional block-
school ing 
Redundancy of Fear of exposure 
speech Low self-esteem 
Strict confor-
mity 
#22 129 Repeating present Fearfulness 
grade Submissiveness 
Low self-esteem 
Depression 
Withdrawal 
#23 101 Failing present Passivity 
grade Low self-esteem 
Lack of interest Submissiveness 
in school 
#24 99 In grade on trial Inattentive- Preoccupation 
ness & dis- Submissiveness 
tractability Withdrawal 
Teases other Seeks punishment 
children 
Sibling rival-
ry 
#25 114 Moods fluctuate Negativism Withdrawal 
in school Attention- Daydreaming 
Erratic perfor- getting Passive aggres-
mance behavior sion 
Lack of self-
confidence 
#26 65 Repeating present Inhibited 
grade intellect 
Transfer to special Extreme with-
class during tr. drawal 
Unawareness of Mutism 
school routine Passivity 
(withdrawal) 
L 
Cases #11, #12, #13 and #14 are children who were re-
peating and failing in their school work. Both the schools 
and the parents felt that these children might be dull. The 
clinic investigation, including the IQ ratings, contradict 
this attitude. These children were functioning at an average 
intellectual level. An investigation of the accompanying 
symptoms reveals that these symptoms represent primarily the 
turning of aggression outward. Closer observation reveals 
that distractibility, non-conforming behavior, stealing and 
other types of class-disturbing behavior prevented the social 
adjustment necessary for classroom learning. 
In cases #18 through #25 we again see children who are 
failing and repeating in their school work. These children, 
too, were classified by school and family as dull. Again the 
clinic observations and the test results contradict this 
attitude. These eight cases differ from the previous four 
cases (#11 through #14) in that the preponderance of the 
accompanying emotional problems represents aggression turned 
toward the self. Their poor school adjustment was a result, 
not of outward aggressive behavior in the classroom and other-
wise, but of symptoms representing inhibition. These symptoms 
include depression, apathy, isolation, low self-esteem, sub-
missiveness, aggressive fantasies, assumed attitudes of dumb-
ness and fantasies of self-destruction. The intellect itself 
in these eight cases has not been greatly inhibited. 
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Cases #15, #16, #17 and #26 are children whose poor 
school adjustment appears to be due to true intellectual 
inhibition (as indicated by the low IQ results and clinic 
diagnoses). These children are failing and repeating grades 
and in some cases show a surprisingly erratic performance in 
school. In these children who show the problem of inhibited 
intellect, it appears that many of the other problems they 
manifest are of an inhibitory nature . Their pattern of 
expression of aggression is predominantly one of turning 
aggression back toward the self. Thus, in addition to intel-
lectual inhibition we see such problems as stuttering, reading 
difficulties, mutism, isolation, passivity, psychosomatic sym-
ptoms and nail-biting. 
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CHAPTER VI 
SUMMARY AND CONCLUSIONS 
This study was undertaken to investigate the emotional 
problems seen in twenty-six children who were referred to the 
Worcester Youth Guidance Center because of poor school adjust-
ment. Because of the variety of meanings found in the usage 
of the referring symptom, "poor school adjustment," it was 
felt necessary to make a distinction between the cases in 
accordance with the reason for the poor school adjustment. 
Would the failure to perform up to expectation be due to mis-
behavior of some kind {aggression), or would it be due to some 
type of retardation (inhibition)1 After this distinction was 
established the other emotional problems and behavior of these 
twenty-six children were examined to see whether there was a 
marked difference or similarity in these two groups. Would 
we see a preponderance of problems of an inhibiting nature in 
children with poor school adjustment which was due to 
"dullness"1 Would we see more outward expressions of aggres-
sion in children whose poor school adjustment seemed to be due 
to factors other than "dullness"1 
It was seen that although all of the children used in 
this study were referred for treatment because of poor school 
adjustment, the parents presented the problem in terms of 
their interpretations of the reason for the poor school per-
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formance. 
Table I). 
These interpretations fell into six categories (see l 
Although the case material does not make it pos-
sible to evaluate each parent's feeling concerning the chil-
dren's actual or potential ability, it can be seen in some of 
the case material that a few of the parents felt their chil-
dren were of below average ability and some of the parents 
felt their children had greater ability than they were re-
vealing in their performance . The interpretations of the 
reasons for the children's poor school adjustment, as given 
by the parents, lead the writer to conclude that most of the 
parents showed some realization that emotional difficulties 
played some part in the child's poor school adjustment . That 
poor school performance was just a further symptom of emo-
tional difficulties in these children seems to be borne out 
by the many other problems (see Table II) observed in these 
children. 
The poor school adjustment and the other emotional prob-
lems of these twenty-six children were examined from the 
standpoint of ways in which their aggressive drives were 
expressed. As seen in Chapter III, poor school performance 
may sometimes be due to inhibition and sometimes to aggres-
sive behavior. The data in this study were presented to show 
the relationship between the presenting symptom, poor school 
adjustment, and the accompanying emotional problems. In 
seventeen of these cases the poor school adjustment seemed to I 
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be due to an inward turning of aggression . Six of these 
children inhibited their intellects but eleven did not. (It 
is beyond the scope of this thesis to discuss why, in cases 
showing similar symptoms, one child develops the mechanism 
of intellectual inhibition and another child does not.) The 
poor school adjustment of nine of these children seemed to be 
due to misbehavior of some kind (predominantly outward 
aggression). In examining the direction of aggression in the 
symptoms which accompanied poor school adjustment, seventeen 
children seemed to show predominantly inward expression of 
aggression and nine seemed to show predominantly outward 
expression of aggression. 
The data suggest that poor school adjustment as a re-
ferring symptom may be divided into two categories: poor 
school adjustment due to inhibiting factors (with or without 
intellectual inhibition) and poor school adjustment due to 
aggressive classroom behavior. Attempts to investigate the 
child's poor school adjustment and the accompanying emotional 
problems revealed relationships based on the child's pattern 
of expressing aggression. All the children showing intellec-
tual inhibition had accompanying symptoms which were primarily 
indicative of aggression expressed inwardly. Children who 
expressed aggression outwardly did not show intellectual 
inhibition and their poor school adjustment was not due to 
an intellect functioning below an average level. We also 
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round among the children who had symptoms indicating that 
aggression was handled primarily by turni ng it inward, some 
children who did not inhibit their intellects and who were 
runctioning intellectually at an average level . 
The data of this study suggest that in these children 
who repressed aggression so strongly as to inhibit their 
intellect there were other problems which also suggested this 
inhibition of aggressive drives. Regardl ess of the c ause for 
the poor school adjustment, we see in these twenty-six cases 
a relationship between the poor school adjustment and the 
accompanying symptoms in terms of expr~ssion of aggressive 
drives . 
The conclusions based on this study of twenty-six chil-
dren tend to agree with the writers discussed in Chapter III 
who reel that inhibited intellect represents a turning inward 
of aggression toward the self and that the other symptoms 
shown by these children also indicate this method of handling 
aggression. 
~~1(fo~ 
Rich~rd K. Conant 
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APPENDIX 
SCHEDULE 
NAME OF PATIENT AGE INTELLIGENCE RATING 
I SEX AND AGES OF SIBLINGS ORDINAL POSITION IN FAMILY 
I; 
REASON FOR REFERRAL SOURCE OF REFERRAL 
OTHER PROBLEMS 
GRADE AT TIME OF REFERRAL: 
1. REPEATED GRADES 
2. REPEATING PRESENT GRADE 
THE CHILD: 
HEALTH A}ID PERSONALITY TRAITS 
OUTSTANDING EVENTS IN LIFE HISTORY 
FM~ILY RELATIONSHIPS 
SOCIAL RELATIONSHIPS 
ATTITUDE TOWARD SCHOOL 
fl 
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SCHOOL ATTITUDE TOWARD CHILD 
CLINIC EVALUATION OF CHILD'S ABILITIES 
FAMILY BACKGROUND: 
FATHER: 
MOTHER 
OCCUPATION 
OCCUPATION 
PARENTS' MARITAL STATUS 
PARENTAL ATTITUDE TOWARD CHILD 
PARENTAL ATTITUDE TOWARD SIBLINGS 
GENERAL F~~ILY BACKGROUND 
OTHER CHARACTERISTICS OF HOME ATMOSPHERE 
PARENTAL ATTITUDE TOWARD SCHOOL 
PARENTAL ATTITUDE TOWARD CLINIC 
CLINIC EVALUATION OF PARENTS 
NUMBER OF CLINIC CONTACTS: 
CHILD 
PARENT 
STATUS OF CASE AT CLOSING 
IMPROVED 
UNIMPROVED 
SLIGHTLY IMPROVED 
TRAITS 
TRAITS 
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